There is no definitive evidence confirming the superiority of early surgical decompression, nor a consensus as to what time frame constitutes early, emergency, urgent, or delayed decompression.
Tracheobronchopathia osteochondroplastica: a rare cause of difficult intubation
Editor-Tracheopathia osteochondroplastica is a rare disorder, where there is benign dysplasia of the trachea and large bronchi, characterized by calcifying cartilaginous outgrowths into the tracheal lumen.
1
A 70-yr-old man developed right upper quadrant pain, a week after inguinal hernia repair. An ultrasound of the abdomen confirmed the diagnosis of cholelithiasis. Owing to multiple cardiac problems, he was initially considered for conservative management. Three days later, due to his deteriorating general health, it was decided to do an urgent laparotomy. Anaesthesia was induced with propofol and remifentanil target controlled infusion. He was easy to ventilate. The laryngoscopic view was Grade I, but it was difficulty to pass the tracheal tube (TT) beyond the vocal cords. Eventually, a 6.0 size TT was introduced over a bougie with a grating sensation, felt during intubation. Since there was no great difficulty with ventilation through this tube, we decided to proceed with surgery. Once the surgery was finished, we performed a fibreoptic bronchoscopy with a paediatric bronchoscope and we observed submucous projections from the wall from the subglottic level down to the bronchi. The patient was then transferred to the intensive care unit and ventilated for 3 days. He was extubated over a tube exchanger uneventfully.
We discovered later from his old medical records that he had a condition called tracheopathia osteochondroplastica (Fig. 1) . This condition had presented as chronic dry cough in 1996, which on further investigation by bronchoscopy and computed tomography (CT) had been diagnosed as tracheopathia osteochondroplastica. Tracheal stenting had been suggested, but a thoracic surgeon had advised against it in view of his cardiac problems, anticoagulation, and complication risks. His shortness of breath was considered to be due to his cardiac problems. No further investigation was recommended thereafter if there was no worsening of symptoms. The family did not convey this problem to us before operation as it was not considered significant by them. Since his prior investigations had confirmed the diagnosis, bronchoscopy was not repeated and he was discharged home after a CT scan of the neck.
The aetiology and pathogenesis of tracheopathia osteochondroplastica are not known. The presenting symptoms may include dyspnoea, stridor, haemoptysis, or a dry cough. There is no gender predominance. Most of the cases reported were diagnosed as incidental findings at autopsy. The typical bronchoscopic findings are irregular spicules of submucosal bone and cartilage projecting into the anterior and lateral walls of the tracheobronchial lumen and causing various degrees of airway obstruction, but the involvement of the larynx is rare. CT evidence of numerous broad-based protrusions, some of which are calcified, and marked, irregular, asymmetric stenosis of the trachea, is indicative of tracheopathia osteoplastica.
2 Changes in the pulmonary function tests depend on the degree of involvement of airway lumen. Bronchoscopy is necessary to achieve a definite diagnosis.
There have been very few case reports of difficult intubation on account of this condition. The prognosis of this condition is usually excellent, with airway obstruction usually progressing slowly. Intervention is indicated if there are symptoms of airway stenosis. Treatment is symptomatic including antibiotics, mucolytics, hydration, and inspired air humidification. The surgical treatment consists of rigid bronchoscopy with dilation and removal of obstructing spurs, may be in multiple stages if necessary.
